
Millions of neurology patients who experience 
diminished taste and smell would relish the 
opportunity to once again savor their meals. 

Here’s how you can help. Part 2 of 2.

By Ronald Devere, MD
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As many as 15 million
people in the United
States have lost some
ability in their sensa-
tion of smell. Pa-

tients are primarily age 55 or
older.1 As this is the predominant
demographic in a typical neurol-
ogy practice and deficits in smell

are often found in neurological
conditions such as Alzheimer’s and

Parkinson’s, it is incumbent upon
neurologists to actively screen for

such conditions and be able to
intervene when possible.

What patients are likely to
seek the help of a neurolo-

gist in this disorder?
Patients will be symp-

tomatic, complain-
ing of altered
smell, but the
majority will
complain of al-
tered taste.

They will likely
be referred from

an ENT specialist
who has already eval-
uated the patient,
found that a CT scan

of the nasal sinuses
and nasal endoscopy

was normal.  Also, the
patient will have been

given a trial of steroid nasal
spray, which was not helpful.
Less frequently, direct sources of
referral would be the family
physician or self-referral.

In part one of this article last

month (available online at www.practicalneurology.net), we
reviewed the pathophysiological features and multifarious
causes of deficits in taste and smell sensation. This month, we’ll
conclude by reviewing the approach to diagnosis and manage-
ment. 

In-Office Evaluation
A good history is essential in the differential diagnosis. Specific
questions that need to be asked include: a list current medica-
tions and how long prescribed, smoking history, head trauma,
cold or sinus problems near the onset of the symptoms, alco-
hol abuse, toxic exposure and whether there are changes in
memory or other cognitive function. It is also important to ask
about oral and dental hygiene and saliva production. Be sure to
ask about weight loss and appetite changes. 

In addition to the standard neurologic examination, special
attention needs to be given to cranial nerves V, VII, IX and X,
the appearance of the tongue and inside of the mouth and the
dentition. Is the tongue atrophic, furrowed or coated, is there
an abnormal odor from the mouth, and are the teeth and gums
healthy? Is there adequate saliva? A cognitive test such as the
mini-mental state examination should be given if history sug-
gests a cognitive abnormality, or if it is suspected during the
neurological exam. In patients with a known neurological dis-
order (e.g., Alzheimer’s disease, Parkinson’s disease with or
without dementia, Lewy body dementia, MS), a smell and
taste disorder should be suspected, especially if there is weight
loss and decreased appetite. 

Smell and taste testing is essential. The most popular stan-
dardized smell test in the US is the University of Pennsylvania
Smell Identification Test, or UPSIT, which is available in many
different languages. It is also designed to be culturally and eth-
nically sensitive. Dr. Richard Doty and colleagues at the
University of Pennsylvania Taste and Smell Center in
Philadelphia developed this test.2 This test is composed of four
booklets, each with 10 odorants. The odorant is inside a micro-
capsule that is present on strips at the bottom of each page. The
person tested releases the odorant with the surface of a pencil,
smells the odor and chooses one of four possible answers to
identify the odor. One must circle one of the choices whether
the person smells the odor or not. 



The best total score is 40 but the test has been standardized
for age and gender. Studies have shown that this test is very
reliable and reproducible in identifying smell impairment.
Much of the current literature and disorders of taste and smell
use it. A shorter version called the brief smell identification test
or BSIT consists of the same format as the UPSIT but has only
12 different odors to identify and is standardized for age. This
test has also been modified for suspected Alzheimer’s or actual
Alzheimer’s patients who have been found to have smell
impairment for 10 specific odors.3 Both tests usually can be
done by the patient alone, without the examiner present, and
it usually takes 15 to 20 minutes. 

Another sensitive smell test is a smell threshold test. This
helps to quantify smell impairment by using different concen-
trations of an odorant contained in easily tested bottles. This is
standardized for age and gender and gives more quantitative
information than the UPSIT. It uses phenyl ethyl alcohol that
has a rose-like smell. This test requires the presence of the
examiner to administer and can take 30 minutes to an hour.
This kit is more costly, but can test many patients until the
refills are needed. The UPSIT test cost $26.95 each and the
BSIT cost $12.95 each. All of these tests can be obtained from
Sensonics (www.sensonics.com). 

In Europe, a popular smell test is Sniffin Sticks.4 This is a
comprehensive smell test that measures smell identification
and smell threshold in one test. It uses pen-shaped objects with
an embedded odor at the top. It is also very reliable and stan-
dardized for age and gender but requires 30 to 45 minutes to
administer by the physician or staff. For the general neurology
practice, the BSIT and UPSIT are less time consuming, easier
to use, and provide very useful information. The smell thresh-
old tests are more commonly used by smell and taste and clin-
ical research centers. 

Taste testing is not as well standardized as smell testing. It
requires the assistance of an examiner and takes about 20 to 30
minutes. It is very important in the clinical evaluation of taste
and smell impairment. In the US, whole-mouth taste testing
and localized tongue taste testing is most popular. In the for-
mer, low concentrations of each tastants: sweet (1 M sucrose),
sour (0.32 M citrate), bitter (0.001 M caffeine), umami (1M
MSG), salty (1 M table salt) are mixed separately in distilled or
bottled water. A specimen of plain distilled or bottled water is
used in comparison to identify malingers, and to help contrast
the solutions tested. Before the test begins, the patient is told
what tastes will be tested. They take a sip of each solution,
swish it in their mouth, spit it out, and then they attempt to
identify the taste. Various concentrations of the tastants can be
used if they have problems identifying the standard concentra-
tions. 

Localized taste testing on different parts of the tongue using

a pipette can give comparison information on taste. This is
more helpful in localized taste impairment where both sides of
the tongue can be compared. This test requires at least 30 min-
utes, which is longer than whole mouth taste testing. 

Taste strips, available in Germany, are easier to use than
solution testing.5 The four basic tastants of sweet, sour, bitter
and salt are used at four different concentrations. This means
16 different strips are used in testing one patient. One point is
given for each taste identified correctly. The normals were
younger patients who scored between nine and 16 points. No
standardization for the elderly is available. Each test costs four
euros and can be ordered from Burghart Medizintechnik
(www.burghart.net).

Based on history, neurological and oral exams, and smell
and taste testing one should be able to decide if an olfactory
disorder with secondary taste impairment is the prob-
lem,whether there is a primary taste disorder, or even less like-
ly, both. Unless it is obvious from the history that head and
nasal trauma or upper respiratory tract infection are the obvi-
ous cause, further X-ray and lab testing is recommended. New
medications (prescribed within three to six months) suspected
of causing smell or taste impairment should be discontinued or
changed after consultation with the prescribing physician.
Waiting two or three months to see if the patient improves is a
reasonable approach before any further testing is considered. 

Suggested lab work in smell and taste disorder patients
where the diagnosis is unclear should consist of a CBC, com-
plete metabolic profile, B-12, TSH, SED-rate, ANA and
serum protein electrophoresis. A zinc level should be consid-
ered if there is a gastrointestinal disorder or weight loss accom-
panying the complaint. An MRI of the brain and base of the
skull with special views of the olfactory nerves, olfactory bulb,
inferior frontal lobe and medial temporal lobe should be
ordered. If bone involvement is suspected, a CT scan with
5mm cuts through the ethmoid, cribriform plate, olfactory
cleft and temporal bone near cranial nerve VII and the chorda
timpani can be very helpful. If test results are normal or incon-
clusive, the patient should be referred to an ENT physician for
a nasal endoscopy, if this was not previously done. Nasal
endoscopy is the only sure way to eliminate nasal disorder like
polyps, scarring and possible tumor. 

Olfactory event-related potentials (OERP) are a test that is
available only in a small number of smell and taste centers.
This test records olfactory potentials triggered by the olfactory
organ following the delivery of an odor into the nasal passage
using specialized equipment.6 These potentials are recorded
from the scalp of the central parietal region much like the
EEG. I have found this test useful in malingerers and in foren-
sic cases where a more objective test is necessary. It does not
localize a lesion. A study recently showed a normal OERP sug-
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gests an intact olfactory system; however, in
one recent study the abnormal OERP did not
find any pathology in 25 percent of cases.7

If the work-up reveals abnormal lab stud-
ies—such as thyroid, B-12 or zinc deficiency,
diabetes, or an abnormal MRI/CT scan of the
brain—appropriate treatment by the neurolo-
gist or referral may be necessary. Zinc
Gluconate 40mg three times a day can improve
zinc levels.

Poor oral and dental hygiene, disorders of
the tongue and impaired saliva production can
be referred to dental and ENT specialists, if
not previously evaluated. Xerolube, which is
artificial saliva, can be given to patients with
dry mouth and poor saliva production. It is
recommended for use three to four times a day. 

For your patients who will have some long-
term smell and taste impairment, and even
those who will slowly improve, the treatment
will consists of education, safety and health
awareness tips, and changes in food prepara-
tions. In most cases, dysosmia and dysgeusia
can be specifically treated. 

Treatment Of Smell And Taste Loss
For many years, it was a common belief that the chance of
recovery was poor when smell and taste were impaired. In the
last 15 years or so, thinking has changed. We now know nerve
cells in the olfactory organ and bulb are regenerated every three
to four weeks.8 Newer, long-term studies have shown gradual
improvement in many of the causes of these disorders.9

Education/counseling. Many patients are unhappy because
they have impaired smell and taste. They reported decreased
eating enjoyment, decreased appetite and weight loss,
decreased in interest in cooking and changes in social activity
such as less interest in going to dinner parties and restaurants.9

Spending a little extra time with patients discussing possible
causes of their smell or taste disorder along with information
on prognosis can go a long way in relieving anxiety and depres-
sion. Many patients I see with partial smell loss worry that
their symptoms will continue to worsen. Reassurance that
most smell and taste symptoms might improve, and generally
not progress, is very important. 

Patients with smell and taste disorders experience various
levels of frustration and depression. Depression occurs in one-
third to one-half of all patients.10,11 It is usually mild, but in
some cases can be severe. Many patients with depression
improve when they understand the diagnosis, prognosis and
treatment suggestions. Some patients might need antidepres-

sant medications and counseling with a psychologist.
Awareness of health and safety issues. Patients with smell

and taste disorders need to be aware of increased risks. The
physician should counsel with their patients as follows:
• Be sure there is a working smoke detector and natural gas or

propane monitor.
• Date all perishable foods and stored them in the refrigerator.

This can prevent accidental food poisoning. Many foods are
spoiled before there are any visible signs.

• Label all garden chemicals and household cleaning products
if they are not already properly labeled.

• While cooking be attentive to prevent burned food or a pos-
sible fire.

• Bathe or shower regularly and wash and dry clothes regular-
ly as well. This is particularly true for people who live alone.

• Use underarm deodorant regularly. Use body fragrances and
perfumes sparingly and check with family or friends to be
sure you are not overdoing it.

• Patients caring for young children should monitor frequent-
ly for diaper changes.
Changes in food preparation. In disorders of smell and

taste, food preparation is one of the most important interven-
tions. It often helps improve appetite and nutrition, and main-
tain weight. And it can also make eating more enjoyable. Even
if the patient has a treatable or curable disorder, changes in
food preparations are an important temporary treatment until
they recover. 
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Meat and Poultry:
Beef  . . . . . . . . . . . . . . . . . 10
Chicken  . . . . . . . . . . . . . . 22

Seafood:
Scallop . . . . . . . . . . . . . . 140
Blue crab  . . . . . . . . . . . . . 43
Alaska king crab  . . . . . . . 72
Shrimp (white)  . . . . . . . . . 20

Vegetables:
Cabbage  . . . . . . . . . . . . . 50
Spinach  . . . . . . . . . . . . . . 48
Tomato . . . . . . . . . . . . . . 246
Corn . . . . . . . . . . . . . . . . 106
Green peas  . . . . . . . . . . 106
Potato  . . . . . . . . . . . . . . . 10
Shitake mushrooms (fresh) 71

Fruits:
Avocado . . . . . . . . . . . . . . 18

Apple  . . . . . . . . . . . . . . . . . 4

Seaweed:
Konbu (dried seaweed)  . . . .1608

Cheese:
Parmigiano reggiano  . .1680

Cheddar  . . . . . . . . . . . . .182

Milk:
Cow  . . . . . . . . . . . . . . . . . . 1

Goat . . . . . . . . . . . . . . . . . . 4

Concentrated extracts:
Oyster sauce  . . . . . . . . . 900

Table 1. Umami (Free Glutamate) in Foods (mg/100g)



Clinical Categories of Impairment 
Related to Food Preparation
Patients with a smell and taste disorder, regardless of the cause, are
likely to fit into one of the following categories based on symp-
toms and results of smell and taste testing:  

Partial Smell Loss and Normal Basic Taste and Trigeminal
Function. Patients in this category are able to detect most flavors,
but because of partial smell loss, they are likely to need higher
concentrations of flavors. Patients in this group have a natural
tendency to increase use of salt and sugar to try to compensate for
loss of flavors. This can cause or worsen hypertension and dia-
betes. Artificial sweeteners, salt substitute, small amounts of
MSG and normal amounts of spices should be used instead.12

Many artificial and natural flavors can be added to food to
improve flavor. Twice the normal concentration should be tried
and adjusted up or down according to preference. 

Moderate to Severe Smell Loss with Normal Basic Taste
and Trigeminal Function. Patients in this category are usually
unable to detect flavors, but still have normal basic taste and
trigeminal function. Emphasizing food appearance, texture, tem-
perature, using spices and basic tastants, such as sweet and umami
(MSG) is very helpful. Adding natural or artificial flavors in high-
er concentrations might not necessarily be helpful, but should be
tried. Instead of MSG in salt form, suggest they eat foods natu-
rally rich in MSG such as tomatoes.13 See the list of umami-rich
foods in Table 1.

Normal Smell and Trigeminal Function with Altered Basic
Taste. Patients in this category have mild difficulty recognizing
flavors because of altered basic taste. They will need higher con-
centrations of the basic tastants. This category is much less com-
mon and is rarely severe. Changes in food preparation should
include adding spices and higher concentrations of flavors and
tastants. Artificial sweeteners and small amounts of MSG can
substitute for sugar and table salt. Below is a list of suggestions for
food preparation and eating your patients might find helpful
regardless of category of impairment:
• Choose and prepare foods that smell and look good. 
• Use foods with different colors and textures.
• Chew slowly and move food slowly around the mouth so all

taste and sensory receptors are stimulated.
• Alternate bites of different foods during the meal.
• Add spicy condiments like peppers, horseradish, mustard or

salsa.
• Increase the flavor of fish, poultry and meat by marinating in

sweet fruit juices, sweet wine, sweet and sour sauce or salad
dressing.

• Use tart foods and beverages, such as oranges and lemon-
ade.

• Increase umami (savory) taste by using small amounts of
MSG and eating foods in natural umami (Table 1).

• Serve hot and steamy foods to allow the steam and aroma
to fill the eating area.
After giving these food preparation suggestions to our

patients we found some needed step-by-step instructions. I
decided to consult with people in the food industry. They
identified 15-20 recipes that were easily prepared and empha-
sized spices. I tested these recipes with seven patients and
normals. Most of the patients enjoyed the original recipes
with some variation of added MSG and spices. The normals
enjoyed only the original recipes. Many of our patients pro-
vided us with recipes and cooking suggestions they have
found useful. For samples, please contact my office by e-mail
at rdevere@austin.rr.com, by fax (512) 402-9241, or by
phone (512) 261-7909. 

Food preparations suggested by our taste and smell clinic
patients include:
• Char-Grilled hamburgers (almost burned)
• Grilled salmon with chopped onions
• Grilled shrimp dipped in HEB Lemon Herb “Splash”

(available HEB Grocery Stores, or make your own using
olive oil, rice vinegar, lemon juice concentrate and dijon
mustard)

• Grilled Pork (almost burned)
• Barbecued Chicken (save some sauce for dipping)

Treatment Of Dysosmia 
There are two types of dysosmia: parosmia and phantosmia.
Parosmia is usually an unpleasant odor, described as foul, rot-
ten, sewage or burning, that is triggered by another odor. The
triggering odor can be pleasant or unpleasant. It occurs more
commonly than phantosmia. The triggering odors are gaso-
line, tobacco, coffee, perfume, fruit and chocolate, in that
order. Phantosmia is similar, but occurs spontaneously. 

Dysosmia does not always begin immediately after the
cause. It might start as much as three to five months later.
The good news is it usually gets better. The bad news is it can
take from three months to five years. Dysosmia can occur in
any smell disorder. The most common causes are:14

• Head and nasal trauma
• Toxin and chemical exposure, including medications
• Post viral infections of the upper respiratory system
• Sinusitis and paranasal sinus disease
• Unknown

These cause partial damage the olfactory nerve cells, olfac-
tory nerve and bulb.

The “real” treatment for dysosmia is the reassurance it will
eventually resolve. For symptomatic relief in the meantime,
there are several options:
• Saline nasal drops: using a dropper, put 10cc of saline solu-

tion in each nostril while in the head down position.
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Repeat three to four times per day. It works because the
saline reaches the apex of the nose where the olfactory is
located. It temporarily blocks odors from reaching the
olfactory organ.14

• Prescription medications: Anecdotally, Neurontin and
Zonegran have been helpful in some patients. I have had
good results in five patients using Neurontin up to
1200mg per day, or Zonegran at 200mg per day.

• Surgical removal of the olfactory organ: This is a last resort.
It will solve the problem, but it results in permanent total
smell loss.14

Treatment Of Dysgeusia
Dysgeusia is altered or distorted taste. It is usually unpleas-
ant, but occasionally can be pleasant tasting such as sweet or
salty. Common descriptions are, “tastes like metal,” “burned
taste” and “sulfur taste.” Often, dysgeusia interferes with
enjoyment of eating, and lead to decreased appetite, and in
some cases, depression. There are two types of dysgeusia:
Parageusia and Phantageusia. Parageusia is triggered by eat-
ing, and occurs spontaneously. Causes include:15

• Medications 
• Poor oral and dental hygiene 
• Diabetes 
• Impaired saliva production
• Thyroid deficiency 
• Low vitamin B-12 and zinc levels
• Unknown 

The good news about dysgeusia is that like dysosmia, it
eventually resolves on its own. In the meantime, there are
some treatments for symptomatic relief. 
• Zinc gluconate tablets, 40mg, three times per day, for three

to four months might be beneficial whether zinc levels are
normal or not. Zinc has two functions: taste cell regenera-
tion and improved salivary function.15

• Cepacol lozenges with benzocain, regular or sugar-free, can
be used as needed. 

• Prescription Xylocaine mouth gel, 0.5 to 1% concentra-
tion, two or three times a day also can be helpful. 

• Anecdotally, seizure medications might be helpful. I have
had two patents who improved with Neurontin, up to 900
mg per day, or Zonegran, 200 mg per day. They have been
on these meds for six months plus with 75 percent
improvement. 

• Amitriptyline50-150mg at bedtime has been reported to
be of some benefit. Use with caution in the elderly.

Burning Mouth Disorder
Although not technically a taste disorder per se, burning
mouth is often associated with taste disturbance and affects

about one in 100 people. Symptoms include burning mouth
and tongue, with or without painful teeth or jaw pain.16

Patients frequently report a metallic or sour taste sensation as
well. The condition begins intermittently but eventually
becomes constant. It seems to improve temporarily while eat-
ing and sleeping. Depression and anxiety are common. Taste
testing is abnormal and reveals decreased sensitivity to the five
basic tastants.

The burning sensation seems to be due to a disturbance of
the sensory portion of the trigeminal system. The normal taste
system inhibits the nerve pathways of the normal trigeminal
system.17 Since the taste system is impaired in this disorder, the
nerve pathways of the trigeminal system are no longer inhibit-
ed resulting in burning mouth. This theory helps to explain
why the pain gets better during eating because eating stimu-
lates the taste system. 

The cause is not clear, but it has been reported to occur in
the following circumstances:
• After dental treatment 
• Upper nasal virus infections 
• Use of antibiotics 
• Vitamin B and iron deficiencies
• Diabetes 
• Kidney disease 
• Fungal infections of the mouth and tongue
• Some medications to control high blood pressure (e.g., ACE

inhibitors)
Burning mouth is very difficult to treat, and unlike dysos-

mia and dysgeusia, it rarely spontaneously resolves. There are
several medications reported to be of benefit: 
• Klonopin 0.5-2.0mg per day17

• Neurontin up to 1200mg per day18

• Baclofen 30-60mg per day 
• Lamictal 200mg per day 

These drugs can be taken individually or in combination.
Evidence suggests these meds inhibit the trigeminal system.
One study suggested that 50-75 percent of patients improved
while taking one or more of these meds.

Case Studies
Because management of taste and smell disorders is highly
patient-specific, a few case examples will convey both the com-
plexity of the diagnostic work-up as well as the need for cus-
tomization in the approach to intervention.

Smell Loss Due To Head Injury. AR was a 40-year-old
truck driver who stopped at a red light. An automobile rear-
ended his truck. AR remembers the immediate impact, then
lost consciousness. The next thing he remembers was someone
banging on his driver’s side window asking how he was doing.
He remembers his seatbelt was on and the airbag did not
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deploy. He noted mild neck pain and frontal headache. The
policeman who came to the scene encouraged him to go the
emergency room, where his general exam and vital signs were
normal. The ER physician noted a small bruise on his fore-
head, but his neurological and mental examination were nor-
mal. He had a CT scan of the head and neck, which was also
normal. He was sent home, and told to rest and take Advil for
24 hours. He returned to work the next day complaining of
mild headache. 

Four days later he noticed his usual morning coffee tasted
flat and he could not smell the aroma. Later that day he could
not smell gasoline when he filled up his truck. He began to
notice his food had very little taste. He started adding more salt
to try to enhance the taste. One week later he went to see his
ENT physician who thoroughly examined his nose, mouth
and sinuses. He had a CT scan of the sinuses and MRI of the
brain, all of which were normal. The doctor gave him steroid
nasal spray and told him his condition might improve with
time. Over the next six months, he made little improvement
and he was referred to our clinic for evaluation. 

His medical history was unremarkable except for a two-
pack a day smoking habit. His neurological examination was
entirely normal. His mouth, teeth and tongue were all com-
pletely normal except for discoloration of his teeth from ciga-
rette smoke. The score on the 40-item UPSIT was 14 out of
40, which is severe smell loss. His whole mouth taste testing
showed mild taste impairment for salty and sweet, but normal
for bitter and sour.

I told AR his smell loss, and resulting taste disorder, was
caused by the head injury he had in his accident. The impact
to the rear of his truck caused his body and head to suddenly
move forward and backwards. His head hit the steering wheel
and dashboard going forward, and then the back of his head
hit the headrest. This caused the brain to rapidly shift forward
and backward in the skull, putting strain and stretch on the
olfactory nerves traveling through the base of the skull. In
addition, his heavy smoking probably contributed to his smell
and taste impairment, and decreased sensitivity to salty and
sweet taste. We suggested he use very little after shave, be sure
to use deodorant, and that he ask his family to help him mon-
itor usage. 

Our goal was to explain to him how and why he lost his
smell and part of his taste. I told him his condition could
improve over the next 12 to 15 months, but he would likely
not recover totally. I told him to make sure he had a working
smoke alarm in his home. And we told him to date label foods
after opening or preparation.

Our food consultant took a detailed food history and found
AR enjoyed eating salads, chicken and baked potatoes. He also
enjoyed drinking coffee. He preferred buttered toast and

scrambled eggs for breakfast. When asked, he appeared to
enjoy most spices except horseradish and mustard. 

We encouraged him to stop smoking, not only for his gen-
eral health, but to help improve his taste and smell function.
Long-term smoking has been shown impair taste and smell by
up to 15 percent, and it can take many years to regain this loss
after smoking stops. In AR’s case, a 10 percent improvement
could make a big difference in his condition because it is
unlikely he will ever recover completely. 

Since the patient’s trigeminal function is normal, we sug-
gested he add various spices and condiments to his scrambled
eggs, potatoes, and chicken. This includes salsa on his eggs in
the morning or on his potato at dinner. We also suggested he
use tiny amounts of MSG on poultry and meat to increase the
savory (umami) taste. In addition, we suggested marinating
chicken in fruit juices, spicy salad dressing, or sweet and sour
sauce which are available at the grocery store or from our recipe
file. 

Over the next 12 months his smell and taste improved
slightly on testing. However, he said that his food tasted better.
He was able to maintain his weight and appetite. He said he
also felt better after he stopped smoking. He said foods tasted
more “alive.”

Taste And Smell Loss Due To Medication. CP is a 45-year-
old female with a long history of migraine headache and mild
hypertension. Her family physician was treating her hyperten-
sion with a diuretic called Lasix and a low-salt diet. She was on
Elavil 50mg at bedtime to help decrease the frequency of her
headaches. She also used Maxalt for breakthrough headaches.
Her migraines were not responding to Elavil and she was devel-
oping side effects. Her doctor changed her medication to
Cardizem, a calcium channel blocker that is effective for hyper-
tension and migraine prevention. She was on 60mg per day. 

Over the next three months, her blood pressure was under
better control and her migraine frequency improved 25 per-
cent. Her family physician decided to refer her to a neurologist
for her still too frequent migraine headaches. Her neurological
exam was normal. The doctor recommended she add Topamax
to her current medication as a way to further improve her
migraine condition.

One month later, CP noticed changes in the taste of her
food. It had little or no taste and soft drinks tasted flat. Her
husband told her she was wearing too much perfume. She also
noticed she was having trouble smelling coffee. She returned to
her family physician and neurologist and told them about her
smell and taste symptoms. The neurologist reduced the dose of
Topamax, and her family physician recommended she see an
ENT physician. Reducing Topamax partially improved the soft
drink taste, but her general smell and taste abilities remained
impaired. The ENT physician ordered a CT scan of the sinus-
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es, MRI of the brain, and also did a nasal endoscopy; all results
were normal. CP was then referred to our clinic.

Further history revealed she was a non-smoker. Her UPSIT
score was 30 out of 40, which placed her in the mild to mod-
erate smell loss category. Whole mouth taste testing was nor-
mal. In my opinion, the most likely cause of her smell and taste
disorder was a combination of Cardizem and Topamax, both of
which are known to cause smell and taste impairments. In con-
sultation with her neurologist and family physician, I recom-
mended slowly tapering the Topamax and Cardizem, one at a
time. I suggested Propanolol to lower her blood pressure and
help her migraines. This drug does not contribute to smell and
taste loss. 

We counseled CP about changes in food preparation. We
encouraged her to add flavorings to her food at two times the
normal recommended amount. We told her to use tiny
amounts of MSG instead of extra salt, and to use various spices
she enjoyed. As anticipated, her taste and smell gradually
returned to normal over a three-month period after stopping
Cardizem and Topamax. 

Many medications interfere with normal smell and taste.
When they are eliminated smell and taste function usually
return to normal. However, it might take three to six months
to improve.

Parkinson’s disease. MW is a 74-year-old female with a
three-year history of a resting tremor of the right arm, slow and
shuffling gait, slurred speech and poor memory. She was diag-
nosed with Parkinson’s disease and very mild cognitive impair-
ment. Her original doctor prescribed Carbidopa/Levodopa,
and her PD tremor and gait improved. I continued to see her
every four months and she did well. She had no other medical
problems and was not on any other medications. She was a
non-smoker. 

Two years later, she began to complain of weight loss and
poor appetite. She saw her internist who did not find any med-
ical reason for her weight loss. He suggested she drink Ensure,
a high-calorie, high-protein liquid dietary supplement. 

During one visit to me, her daughter-in-law told me she
was losing weight and had lost her appetite. I could not attrib-
ute this to her Parkinson’s medicine. On further discussion,
MW told me her food tasted different and was not appealing.
She was depressed about having Parkinson’s disease, but now it
was worse because of loss of eating enjoyment. I administered
the 40-item UPSIT to her. She scored 25 out of 40, which
placed her in the moderate smell loss category for her age and
gender. The whole mouth taste test was normal. I ordered
blood work to be sure there was no thyroid disorder, diabetes,
and kidney or liver abnormalities. An MRI of the brain was
normal. An ear, nose and throat consultation, which included
nasal endoscopy, was normal. The cause of her smell loss was

Parkinson’s disease. Smell loss occurs in nine out of 10 people
who have Parkinson’s. It is often unrecognized by the patient
and caregiver.

Our food consultant worked with her to identify foods she
usually liked, and spices she preferred. She helped to devise a
food preparation plan and provided recipes to compensate for
the loss of food flavors due to smell loss. We suggested adding
more spices, condiments and flavor extracts to the dishes she
liked to increase the taste. We also suggested she use tiny
amounts of MSG to increase the savory (umami) taste. In the
following six-months she gained the weight she lost and enjoys
eating.

This case represents a commonly-heard story where smell
and taste loss might not be recognized as the cause of weight
loss and decreased appetite in Parkinson’s. Since as many as
nine out of 10 PD patients have smell loss, it is important to
do simple smell and taste tests when patients complain of
weight loss and lack of appetite. PN

February 2008 Practical Neurology 43

Ronald Devere, MD is Director of the Taste & Smell Disorders Clinic and
Alzheimer Disease & Memory Disorders Center in Austin, TX.

Conflicts of Interest Statement:

The author has no financial or other conflicts of interest to disclose.

1. Murphy, C., Shubert, C. R. et al, Prevalence of
Olfactory Impairment in Older Adults, JAMA,
2002: Vol. 288: pgs. 2307-2312.

2. Deems, D. A., Doty, R. L., et al, Smell and
Taste Disorders: A study of 750 patients from the
University of Pennsylvania Smell and Taste
Center, Archives of Otolaryngology, Head and
Neck Surgery: 1991: Vol. 117: pgs. 519-528.

3. Mathias, et al, A Ten Item Smell Identification
Scale Related to Risk for Alzheimer’s, Annals of
Neurology: 2005, July; 59 (1) pgs. 155-160.

4. Kobal, G., et al, Multi-Center Investigation of
1,036 Subjects Using a Standardized method for
the Assessment of Olfactory Function Combining
Tests of Odor Identification and Discrimination
and Olfactory Threshold, Archives of
Otorhinolaryngology, 2000, Vol. 257: pgs. 205-
211.

5. Mueller, C., et al, Quantitative Assessment of
Gustatory Function in a Clinical Context Using
Impregnated Taste Strips, Rhinology, 2003, Vol.
41: pgs. 2-6.

6. Hawkes, C., Smell and Taste Complaints, in
Most Common Complaints Series, Butterworth,
Heineman, Publishers, 2002.

7. Lotach, J., Hummel T., The Clinical
Significance of Electrophysiological measures of
Olfactory Function, J. Behavioral Brain Research,
June 3, 2006, Vol. 170 (1): pgs. 78-83.

8. Adler, E, Hoon, M. A., et al, A Novel Family of
Mammalian Taste Receptors, Cell, 2000: Vol.
100; pgs. 693-702.

9. London, B., Behnam, Naber, B. A., et al,
Predictors of Prognosis in Patients with
Olfactory Disturbances, Annals of Neurology,
Vol. 62, No. 6, December, 2007: pgs. 1-8.

10. Reiter, E. R., Costanzo, R. M., The
Overlooked Impact of Olfactory Loss: Safety,
Quality of Life and Disability Issues,
Chemosense, December 2002, Vol. 6 (1): pgs.1-
4.

11. Devere, R., Taste and Smell Disorders: A
View From Clinical Practice, Chemosense,
December 2003, Vol. 6 (1): pgs 5-7.

12. Schiffman, S. et al, Sensory Enhancement of
Foods for the Elderly with MSG and Flavors,
Food Review International, 1998, Vol. 14: pgs.
321-333.

13. Ninoma, K., Umami: An Oriental or a
Universal Taste, Chemosense, Vol. 5 (3), June
2003: pgs. 1-8.

14. Leopold, D., Distortion of Olfactory
Perception: Diagnosis and Treatment, Chemical
Senses, 2002, Vol. 27: pgs. 611-615.

15. Heckman, S. M., et al, Zinc Gluconate and
the Treatment of Dysgeusia: A Double Blind
Controlled Study, J. Dental Research, 2005, Vol.
84, pp. 35-38.

16. Grushka, M., et al, Burning Mouth
Syndrome, Taste and Smell, An Update (T.
Hummel and A.P.Welge-Lessen ed), 2006
pgs.278-287, in the series Advances in
Otorhinolaryngology, Vol. 63.

17. Grushka, M. et al, Dose Escalation Pilot
Study of the Effect of Clonazepam in Burning
Mouth Syndrome, Oral Surgery, Oral Medicine,
Oral Pathology, Oral Radiology, Endod., 1998,
Vol. 86, pgs. 557-561.

18. White, T. L. et al, Effectiveness of Gabapentin
for Treatment of Burning Mouth Syndrome,
Archives of Otolaryngology, Head Neck Surgery,
2004, Vol. 130: pgs. 786-788.


